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PRIMARY CARE HEALTH PROFESSIONAL APPLICATION


LOUISIANA STATE LOAN REPAYMENT PROGRAM (REV. 4/05)
Section A - Personal Data
1. Applicant Name:

 



2. Social Security Number:

                                                                         d
                          /                  /                      g
3. Home Address:





4. Home Phone Number:
                                                                         d
                                                                    d
                                                                         d
Alternate Phone number:                            d
5. Are you a U.S. citizen/national? ( Yes   ( No
6. Date of Birth:                                           d
	Questions #7 and #8 are optional.  Information is being collected for federal reporting purposes only.

7.  Race/Ethnic Group:   ( Caucasian    ( African-American    ( Hispanic    ( Asian    ( Native American




    ( Other
Explain:                                                                                              d
8.  Gender:   (  Male     (  Female


Section B - Health Profession Choice and Education
1.  Health Profession (choose one)


(
Family Medicine 


(
Internal Medicine (no fellowship)


(
Internal Medicine (with fellowship)


(
Pediatrics 


(
Pediatrics (with fellowship)


(
OB/GYN


(
General Dentistry


(
Psychiatrist


(
Primary Care Certified Nurse Practitioner


(
Certified Nurse Midwife


(
Primary Care Physician Assistant

2.  Education
Undergraduate Degree:                                                  Date of Graduation:                                  d
Undergraduate School Name:                                                                                            _______d
School Address (City, State, Zip):                                                                                                    d
Graduate Degree:                                                           Date of Graduation:                                  d
Graduate School Name:                                                                                                                  d
School Address (City, State, Zip):                                                                                                   d
Medical School Specialty:                                                   Date of Graduation:                              d
Medical School Name:                                                                                                                     d
Medical School Address (City, State, Zip):                                                                                      d
3.  Are you?  (check if applies)         Board Certified
(  
Board Eligible ( 

4.  Louisiana License Number:                                                  5. Date Issued:                               d
6.  Medicare Identification Number:                                                                                                 d
7.  Medicaid Identification Number (attach a copy of approval letter or Medicaid Provider application):
                                                                                                                                                  _d

Section C - Educational Debt

Please list below, in priority order, the first five educational loans received during undergraduate and graduate professional study.  Educational loans considered part of this loan repayment plan must be consolidated—but not with other non-educational loans.  Current loan balance statements will be requested and must be dated within 60 days of the application. 

	Loan 1—Loan Program Name and Address:

	Account Number:                                                d
Current Principal Balance:                                  d
Loan covered academic period:

	Loan 2—Loan Program Name and Address:

	Account Number:                                                d
Current Principal Balance:                                  d
Loan covered academic period:

	Loan 3—Loan Program Name and Address:

	Account Number:                                                d
Current Principal Balance:                                  d
Loan covered academic period:

	Loan 4—Loan Program Name and Address:

	Account Number:                                                d
Current Principal Balance:                                  d
Loan covered academic period:

	Loan 5—Loan Program Name and Address:

	Account Number:                                                d
Current Principal Balance:                                  d
Loan covered academic period:


1.  Are any of the loans listed above or any other part of your medical education being repaid

through another loan repayment program?
( No          ( Yes


If yes, please provide the name of the loan repayment program:

                                                                                                                                                        d
2.  Are any of the loans listed above or any part of your medical education being repaid through

any type of service obligation?
( No
( Yes


If yes, please provide the name and address of entity to which the obligation is owed:

                                                                                                                                                       _d


Has this obligation been satisfied?    ( No
( Yes (if yes, attach documentation)


Date obligation was repaid:                                                              d
3.  Are you now, or have you ever been, in default on any educational loans?   ( No    ( Yes


If yes, please explain:                                                                                                                 d
                                                                                                                                                       _d

Section D - Practice Site Information

1. Applicant agrees to provide full-time outpatient primary care services at:

	Practice Site Name:


	Practice Site Address & Phone Number:



	Name of Employer Contracted With:


	Employer(s Contact Person, Number & E-Mail:




NOTE:  A copy of your employment contract should be included with this application.

2.  Applicant agrees to provide outpatient primary care for:  ( Two (2) years    ( Three (3) years

Section E - Other Information Regarding the Louisiana State Loan Repayment Program
1.
Any individual who owes an obligation of professional health care service to the federal 

government, any other state government agency or any other entity under an agreement with 

said entity is ineligible to receive payment under this program until obligation has been 

completely satisfied.  This obligation must be satisfied prior to beginning service under this 

program.

2.
The following forms, with original signatures, should be included with this application: Attestation of No Other Obligation Form (please complete all sections – this form must be notarized); Certification Regarding Environmental Tobacco Smoke Form; Release from Liability Form; and Consent for Release of Information – Waiver of Confidentiality Form. These forms are available for download from the Bureau of Primary Care and Rural Health’s website at www.pcrh.dhh.louisiana.gov under Recruitment Services.  If you are unable to download these forms, please contact the State Loan Repayment Program Coordinator at (225) 342-3506 or by e-mail at jhaupt@dhh.la.gov.

3.
State Loan Repayment Program funds are not taxable by the federal government.  However, these funds are TAXABLE by the State of Louisiana. You will receive a Form 1099 from the LA Department of Health and Hospitals each year you receive funds through the program. You are allowed to withhold 20% of monthly payments to pay state income taxes.
4.
Every June of each SLRP contract year, you will be asked to verify the balance of your 
loans by sending the State Loan Repayment Coordinator a copy of your current loan balance in order to monitor the effectiveness of the program. 

5.
Each month that you are eligible for assistance through the State Loan Repayment Program 
you must submit a monthly report of your practice activities.  This report acts as your invoice for
that month’s loan repayment assistance.  These reports are due by the 15th of each month. If these reports are not received by the 15th of the following month, the state reserves the right 


not to honor that month’s payment.  Allow 10 days after receipt of this report for your check to 

be issued.  
CERTIFICATION:

In submitting this application to the Louisiana Department of Health and Hospitals, I hereby certify that I have read and understand the information contained in the application and that all statements made in this application for the Louisiana State Loan Repayment Program by me are complete and accurate to the best of my knowledge.  I am applying to this program to enter into an agreement with the Louisiana State Loan Repayment Program for repayment of the educational loans listed in Section C of this application in exchange for my services which will be provided as outlined in my contract with the Department of Health and Hospitals if this application is approved.

                                                                         d

                                                           d
Signature






Date

